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MISSION STATEMENT 
To provide professional information for midwives, and to promote the recognition 
of the role of midwives, and the need for appropriate legislation so that midwives in 
Nelvfoundland and Labrador are publicly funded to legally provide research-based, total 
midwifery care as a choice for childbearing families in this province. 
This Newsletter contains a summary of the general meeting held on January 13. Also 
summaries of meetings of the Canadian Association ofMidwives (CAM) and meetings of the 
Atlantic Centre of Excellence for Women's Health. Other items of interest are included. As this 
is January it is time to pay membership fees for this year, and a membership form is at the end of 
this Newsletter. 
In the last Newsletter members were requested to send their ideas on how midwifery, in 
keeping with midwifery in the rest of Canada, should be developed in this province. The 
President did receive some ideas but they were generally the final goals, and did not provide the 
steps needed to reach this objective. Therefore, a general Direction and Planning meeting, on 
February 2 by conference call will be held between the two AMNL Chapters. This meeting is for 
all midwives, whether or not they are members of AMNL, to discuss long and short term 
strategies to obtain midwifery in this province - as stated in our Mission Statement. 
At the January AMNL general meeting it was decided to send the Newsletter 
electronically to members, where possible. This will save on printing and postage costs. 
Members are requested to provide their e-mail address on the membership form when sending in 
their annual membership fees. We do not want anybody to miss receiving this Newsletter. 
This Newsletter is the method by which members are kept informed about midwifery and 
other maternity matters. Send items and constructive comment~ to the President for forwarding to 
the Editor. Thank you for items contributed. Those who submit are responsible for obtaining 
permission to publish in our Newsletter. The Editor does not accept this responsibility. 
Pearl Herbert, Editor. 
AMNL Annual General Meeting, Tuesday, March 30, 2004 (tentative), 4:00p.m. (Island time). 
The meeting in St. John's will be at Telemedicine, HSC. The contact will be made from 
St. John's. All sites wishing to be connected need to provide their telephone number to 
TETRA Telemedicine prior to the meeting and then wait to be called. 
Proposed changes to the Constitution/Bylaws must be sent to all full members 
postmarked at least 40 (forty) days prior to the date of the meeting. 
Direction and Planning Meeting, Monday, February 2, 2004, 6.15 p.m. (Island time), 
by telephone conference call. At 6 Glavine Street, St. John's, & Labrador Health Centre. 
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Executive Committee 
President: Karene Tweedie, CNS, 100 Forest Road, St. John's, NL, AlA 1E5 
Treasurer: Pamela Browne Secretary: Kay Matthews 
Past President: Ann Chaulk Newsletter Editor: Pearl Herbert 
Home page: http://www.ucs.mun.ca/~pherbert/ Newsletter in HSLibrary: WQ 160 N457n 
Summary of the General Meeting held on January 13,2004, at 4:00p.m. (Island time) 
There were six members present. Karen Robb provided an update on how the educational 
video is progressing. As a cost cutting measure the Newsletter is going to be sent electronically 
where possible. Members need to check that AMNL has their correct e-mail addresses. For those 
who cannot receive attachments there will still be hard copies available, one of which will be 
kept for the AMNL archives. The shelves for storing boxes have been measured but the estimate 
was not available. (Now received, $150 for three 8ft. long shelves). We ~re still waiting for 
clarification on the 2004 Privacy Act and professional interest groups. 
The Treasurer reported that the 2004 CAM fee required for Full Members is now due. 
The President reported that a letter had been sent to both the new Minister of Health and 
Community Services and to the Deputy Minister (see page 7). 
The AMNL Report to the Canadian Association of Midwives (CAM) Meeting October 2003 
submitted by Ann Chaulk, the Board Representative for AMNL. · 
The Association of Midwives ofNewfoundland and Labrador continues as a professional 
interest group for midwives. Membership has remained constant during the year with 13 full 
members and 4 associate members for 2003. Avenues of communication between us include 
teleconferences, newsletters and e-mail. 
The government ofNL has put the long sought goal of midwifery legislation in this 
Province on hold, in spite of efforts by Pearl Herbert and Karene Tweedie who were in 
correspondence with the Minister ofHealth and Community Services. A final letter was received 
dated October 10, 2002, which stated, "self regulation of the midwifery profession will be 
temporarily postponed." According to a government source, 'temporarily' could conceivably be a 
long time suggesting that there are too few midwives to justify legislation . 
. The consumer lobby group, Friends of Midwifery Association ofNewfoundland and 
Labrador has recently been reactivated. They are working to establish Midwifery as a self-
regulating profession in this Province, building awareness of how the midwifery choice can 
contribute to health and informing the general public of the benefits of midwifery care. The only 
independent midwife offering home birth choice in St. John's has been threatened with 
prosecution by the Minister of Health as she is unable to obtain physician or nurse back up for 
homebirths. This is further complicated by provincial medical and nursing regulatory bodies who 
threaten sanctions against members who attend homebirths. 
Earlier this year and on behalf of the Association, Pearl Herbert was nominated for a 
leadership award from the Atlantic Centre of Excellence for Women's Health. This nomination 
was successful and Pearl received the award in St. John's on March 6, 2003 during the NL 
Women's Health Network Annual Health Forum. 
Following Ann Chaulk's presentation, Kim Campbell asked Karen Robb, independent midwife 
from NL, to elaborate briefly on the situation for midwives practicing outside of the health care 
system in the province. Karen spoke about the ARNNL Home Birth Policy and the threat of 
professional sanctions directed at ARNNL members who attend home births, the recent decision 
of the Medical Board to actively discourage family doctors from assisting midwives at home 
births, and the Minister of Health and Community Services July 2003 letter refusing to issue 
Karen a _license to practice midwifery under the old 1920 Newfoundland Midwifery Act. In his 
letter, the Minister' s legal council has suggested that midwives cannot attend home births 
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without direct medical or nursing supervision which would imply that it is now illegal to practice 
midwifery without nursing registration in NL. Interestingly, the ARNNL has recently decided to 
drop their long-standing policy of support for Nurse-Midwifery in lieu of an autonomous 
midwifery model. Karen also spoke about the ongoing Midwifery Video Project and the plans for 
using the completed video to educate professionals and the public about midwifery care in NL. It 
is hoped that sales of the video outside the province, might prove to be an ongoing fund raiser for 
the Midwives Association. 
Report on the Canadian Association of Midwives' meeting on Midwifery Skills Program, 
September 30, 2003. Submitted by Ann Chaulk, the Representative for AMNL. 
On September 30, 2003, Ann Chaulk attended a meeting as a representative from the 
Association ofMidwives ofNewfoundland and Labrador (AMNL) arranged by the Canadian 
Association of Midwives (CAM) to plan a strategy to develop a National Midwifery Skills 
Program or a continuing midwifery competency program. There were representatives from across 
Canada but not from every province, including midwifery regulators as well as the professional 
associations. A summary of the purpose of the meeting was given as it had been noted that each 
regulated province was following a different route for maintaining midwifery competency. It was 
felt that CAM could initiate a national program to apply to all provinces across the country. 
There then followed more detailed descriptions of the Association of Ontario Midwives' (AOM) 
Emergency Skills Workshop, the College of Family Physicians of Canada' s (CFPC) Advanced 
Life Support in Obstetrics (ALSO) program, and the Society of Obstetricians and Gynaecologists 
of Canada' s (SOGC) Advanced Labour and Risk Management (ALARM) and Managing 
Obstetrical Risk Efficiently (MOREob) programs. These programs are now in existence for 
continuing competency. The advantages and disadvantages were highlighted. 
Eleanor Morton, Vice President ofHealthcare Insurance Reciprocal of Canada (HIROC) then 
gave a presentation from the insurer' s point of view of risk management. Details of risk were 
given and as an insurer I-ITROC is involved to reduce claims in the hospitals it covers across 
Canada. I-ITROC has in the past subsidized programs such as ALSO and ALARM, to meet this 
objective and is now becoming involved with MOREob with the commencement of pilot projects 
using this program. (HIROC is an insurer for the NL Government). 
The afternoon session was a round table discussion of planning for the future with the following 
options: · 
• Develop a new program at the national level. 
• Use individual provincial programs, e.g. Nunavik (Quebec) has adapted ALSO/ALARM 
• 
• 
• 
• 
programs for small centres. 
Expand on the AOM's Emergency Skills Workshop program . 
Do nothing . 
CAM to approach the SOGC to explore reciprocal sharing of information in an attempt to 
introduce more midwifery knowledge into their programs. MOREob does not meet the 
needs of rural and out of hospital births. 
CAM to continue communicating with AOM and their vision of making the Emergency 
Skills Workshop program a national one. 
Funding will be needed but from where would the source of moneys come for a national 
program? A further meeting is planned for February 2004. 
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Not Yet Registered C9mmittee (NYRC) conference call meeting, November 27,2003 
As Kay Matthews, AMNL representative to CAM, was unable to attend this meeting . 
Pearl Herbert took the conference call. Those present were representatives from the four Atlantic 
Provinces, Saskatchewan, Nunavut, Northwest Territories, and Alberta where there is midwifery 
legislation but no government funding. The discussion was about the objectives for this meeting. 
The main point& were that: Governments are not interested in "choices" for women, as "choices" 
have connotations of"altematives" which Governments do not fund. 
Governments have found to be interested in the fact that in 5 to 1 0 years time it is predicted that 
50% of Canadian obstetricians will be eligible to retire. Fewer family practice physicians are 
providing obstetrical care, and insufficient medical residents are entering this speciality to fill the 
predicted void. Obstetricians consider that midwives should be responsible for 30% of births. 
·some Governments also inquire about the cost of midwifery care. Such care has been stated to be 
a saving ofbetween $200 to $1,000 a birth, but there is a need to have definite figures. 
There is a lack of midwifery literature in locations without midwifery legislation as libraries do 
not have this as a priority for their acquisitions, and isolated areas do not have professional 
libraries (although registered nurses can access designated university libraries). 
The next meeting will be arranged for early in 2004. 
Atlantic Centre of Excellence for Women's Health (ACEWH) Consultation Meeting, 
September 25, 2003 in St. John's. This afternoon meeting was hosted by the ACEWH and 
attended by invited members of the AMNL, Friends of Midwifery NL, representatives from the 
provincial government and other stakeholders. (The previous afternoon Christine Saulnier, 
ACEWH Senior Research Officer, had met with AMNL members to discuss the agenda for the 
meeting). · The reason why the ACEWH called the meeting was "in the interests of sharing 
resources and ideas regarding the introduction of a fully-funded, autonomous midwifery 
profession a reality for women in Atlantic Canada". The objectives were to discuss the status and 
future role of midwifery in Newfoundland and Labrador, the key issues that affect the legislation 
and regulation agenda, and to determine what actions are required to move closer to legislation 
and regulation. The findings from the meeting will be used to develop an agenda for a regional 
meeting in 2004. The Final Report of the meeting was sent to the participants. 
After Kim Campbell, CAM President, had presented the "Status of Midwifery in Canada", and 
Zoe Ken de, Chair of the Canadian Midwifery Regulators Consortium had spoken on the "Role of 
Canadian Midwifery Regulators Consortium", there was a full group discussion. The 
recommendations from this consultation meeting included: 
4.3 Strategies and Actions for Moving Forward 
Participants identified a number of potential strategies and actions for moving forward with a 
legislation and regulation agenda. These strategies were not prioritized, nor were roles assigned 
to them. They are summarized as follows: 
• Examine alternative provincial models of midwifery legislation, especially the Northwest 
Territories' model where in most professions in the NWT do not have a regulatory body, 
but rather professionals have to be registered in a province. 
• Build on the substantial positive work that was already completed under the auspices of 
the province's Midwifery Implementation Committee. 
• Explore an Atlantic region approach to professional discipline and other issues. 
• Develop a demonstration project proposal. Such a demonstration project should ensure 
there is thorough documentation of the process and outcomes. A demonstration project 
should also consider the best approaches used by other provinces to utilize midwifery 
. 
servtces. 
• Capture opportunities and lessons learned from Labrador experiences. 
• Continue to work with the Newfoundland and Labrador Medical Board and the 
Association of Registered Nurses ofNewfoundland and Labrador to change their policies 
prohibiting members from attending births in the community with midwives especially 
the Medical Board' s policy regarding the attendance of medical practitioners on home 
births and the ARNNL' s home birth policy. 
• Learn from other professions, which despite having only a small number of practitioners 
have been able to move forward with provincial regulation. One such profession is 
chiropractors. 
• Ensure that advisory committees that focus, in whole or in part, on issues related to 
women' s health include midwifery representatives. 
• Rebuild grassroots consumer support for access to midwifery services. 
• Work to redress the inequity that exists in this province in terms of these services 
compared with other provinces. 
• Re-sensitize senior management of the health care system regarding the legitimacy and 
economic value of midwifery. Recognize in doing so that the health care system has 
evolved to a different place from what existed ten years ago. 
4.4 Immediate Next Steps 
In full recognition of the efforts of all those who have been working on this issue in various 
capacities for such a long time, a number of immediate next steps were identified as a means of 
re-energizing initiatives to move towards provincial legislation. 
This group of steps would address barriers by raising the profile of these issues, ensuring that 
they are considered in planning, and educating the public as well as health care officials about the 
practice. While the following steps were directed largely to the Friends of Midwifery and the 
AMNL members, they need to be facilitated by participants who made these suggestions at the 
workshop. These steps were: 
I . Set up meetings and make presentations to health board CEOs. This was to be facilitated 
through the NL Health Boards Association. 
2. Continue to work with the Primary Health Care Office as a mechanism to facilitate 
linkages with regional primary health care projects. 
3. Ensure that either the Friends of Midwifery or/and the AMNL have representation and 
input on the. following committees and initiatives: 
a. the W ellness Council, which is a committee appointed by the provincial 
government's Health and Community Services 
b. Primary Health Care initiatives, which are developed through the Regional Health 
and Community Services Boards 
c. The Early Childhood Development Advisory Committee, which has been 
established by the Northeast Avalon Strategic Social Plan Regional Planner 
4. Make.arrangements to eventually show the video that is being developed by the Friends 
of Midwifery ofNL on Newfoundland Television and find other avenues for public 
education purposes when completed. 
The following steps were directed toward ACEWH and the health care system stakeholders: 
I. To facilitate the identification of appropriate models of legislation there is a need to 
ensure that the NL health care system stakeholders are aware of the developments that 
have occurred in other provinces with respect to the practice of midwifery. 
2 . Leverage the capacity of the Atlantic Centre of Excellence for Women's Health to 
support a move towards provincial legislation for midwives. 
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ACEWH Midwifery Meeting, November 29,2003, Halifax. 
The AMNL was represented at this morning meeting by Karen Robb. 
Fifteen members of the Atlantic Centre of Excellence for Women's Health (ACEWH), 
midwifery consumer, midwives associations and interested women's health groups met at the 
invitation of Christine Saulnier, ACEWH Senior Research Officer, to discuss how to facilitate 
midwifery lobbying in Atlantic Canada. Midwives Associations and coalition members started by 
giving a brief update on the status of midwifery in their province. 
The Highlights are: 
• Consumer and midwives association lobbying efforts continue in all Atlantic provinces 
(New Brunswick, Newfoundland & Labrador, Nova Scotia, Prince Edward Island); 
• There have been early wins in Nova Scotia. Discussions are taking place at senior levels 
in NS about a midwifery implementation project prior to the introduction of midwifery 
legislation. The project( s) is likely to begin within the next year or two in Yarmouth or 
Sydney, both of which are experiencing chronic maternity health carer shortages. The 
project(s) will operate under transitional or temporary regulation/funding. Five different 
ways of securing midwifery practice without formal legislation were identified in the 
1999 NS Midwifery Implementation Report; 
• Unfortunately, the stand ofthe·NS government is that each of their nine health districts 
must now decide for themselves whether they \Vant to implement and fund midwifery. 
However, they cannot debate the nature of midwifery implementation. The Mutual 
Recognition Agreement (MRA- see our web site: www.ucs.mun.ca/-~pherbert) signed by 
all provinces including NL, to insure labor portability, requires that midwifery legislation 
in the unregulated provinces conform to midwifery legislation already implemented 
elsewhere in Canada. The guiding principles include autonomous midwifery and control, 
choice, continuity and community-based services for women; 
• PEl now has an active four member consumer lobby group, "BORN'' (Birth Options 
Research Network) pushing for the politically correct target of"Family Centered 
Maternity Care"; 
• The 44 page legal document exploring New Bn1nswick midwives' legal options, co-
produced by the Status of Women and The NB Midwives Association, will, hopefully, be 
made available to other midwives associations, perhaps in a smaller 2-3 page format 
sometime in the new year. 
The Plan: 
The following suggestions were made about how to move forward: 
• The intention is to form an Atlantic Region group which includes consumer coalitions, 
midwives associations, the ACEWH and women' s health groups with the aim of working 
together to secure a regional education, legislation, regulation and funding lobby. 
Christine will begin a list serve so that members can start to communicate more 
effectively. The matter could be discussed again or perhaps finalized at the regional 
ACEWH/Midwifery Conference 
• The group requested that the ACEWH prepare an updated research package on Canadian 
midwifery and its health and cost implications which would be available to all the 
midwives associations to aid their government lobby efforts. 
• It is hoped that a future ACEWH Health Education Project in Atlantic Canada could 
include midwifery. It is possible that the NL midwifery video could play a part 
• Christine will keep in touch regarding the scheduling of the ACEWH/Midwifery 
Conference in Halifax in 2004. She hopes that all the interested parties from each of the 
Atlantic provinces will attend. Your suggestions for the conference can be forwarded to 
her at: [christine. saulnier@dal. ca] 
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• 
Honorable Minister Marshall 
Minister of Health and Community Services 
P.O. Box 8700 
Confederation Building, West Block, 
St.John' s, NL 
AlB 4J6 
Dear Minister Marshall, 
Room 1017, 
Southcott Hall, 
100 Forest Road, 
St. John' s, NL 
AlA 1E5 
December 6, 2003 
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As you may know, the Association of Midwives of Newfoundland and Labrador (previously the 
Newfoundland and Labrador Nlidwives Association) has been active since 1983. The Final Report of the Provincial 
Advisory Committee for Midwifery was submitted in May 1994. The government appointed a Midwifery 
Implementation Committee in the Fall of 1999 and this committee fulfilled its mandate in the Fall of 2001. A 
number of documents were developed to assist with the legislation process. We were advised that legislation would 
proceed the next year, but eventually were advised that midwifery legislation was no longer a priority. This has been 
a great disappointment, not only to professionals but to the consumers. Newfoundland and Labrador, with its great 
past history of midwifery, is now falling behind other provinces and territories where legislation for funded 
midwifery has either been implemented or is in the process of cotning into effect. 
There is an impending maternity care crisis in Canada. One of the concerns regarding this crisis is that in 
about 10 years time half of the obstetricians will be eligible to retire. There are insufficient medical residents 
entering obstetrics to replace the retiring obstetricians and with fewer family practice doctors practising obstetrics, 
there will be a critical shortage of professionals to attend women during childbirth. This is not just a Canadian 
problem but is being forecast for all of North America and Britain. It is considered that the profession which could 
fill this shortage of qualified professionals is midwifery. This requires not only legislation but education 
programmes to prepare any individual who wants to qualify and register as a midwife. At present there are four-year 
undergraduate midwifery degree programmes (followed by a mentorship year) at~ the University of British 
Columbia, the University of Quebec at Trois Rivieres, and the consortium of three universities (McMaster, 
Ryerson, and Laurentian) in Ontario. As students require clinical skills, the full-time-equivalent number of students 
per class is about 12 to 15 pers~ns. With such small numbers graduating yearly it will take some time for sufficient 
midwives to be prepared to attend about 30% of births per year (a figure which has been stated). The Society of 
Obstetricians and Gynaecologists of Canada would provide you with more information on this projected crisis. 
I am including for your perusal two enclosures, one a summary of midwifery in Canada and the other a 
summary of midwifery in Newfoundland and Labrador. 
If you would like further information regarding tlie above issues, please do not hesitate to contact me, at 
the Centre for Nursing Studies, 777-8140, e-mail: ktweedie@cns.nf.ca. 
Sincerely, 
Karene Tweedie 
President, AMNL 
Some Midwifery Happenings Around the Country 
Quebec. In October 2003 Phillippe Couillard, Quebec Health Minister, visited Nunavik to 
learn more about the region's services and meet with local officials. He pledged $2 million for a 
new Inuit health survey in Nunavik. In the same month pregnant women in Kuujjuaq and 
Kuujjuaraapik received a supply of healthy food from a new Arctic char promotion program. 
Also in October, researchers reported that the beluga whale skin is loaded with a chemical that 
seems to slow the production of harmful cholesterol. Findings from a Laval study say this may 
explain why the death rate from heart disease in Salluit is 50% lower than in the rest of Quebec 
(Nunatsiaq News, December 12, 2003). Currently, Jennie Stonier (whom some may remember 
from when she was here in the early 1990s) is in Salluit (formerly Sugluk, on the Ungava 
peninsular in western Quebec) setting up a new midwifery led maternity centre. There are 44 
pregnant women on file, and she has one Inuit [Inuk] student working with her. Up until now 
women have had to go to birthing centres in either Povungituk or Kuujuaq, or to Montreal, to 
have their babies. 
NWT. In October 2003 the third reading and Royal Assent was given to Bill24 
Midwifery Profession Act. The Government has said that it is planning to implement the 
legislation in April 2004. 
Have You Read? 
Midvvifery and Related Topics 
• Allright, E., & Pidgeon, K. (2003). Supporting mothers and midwives with aromatherapy. 
A relaxing dream come true. ARM Midwifery Matters, No. 99, 4-9. [How aromatherapy 
was introduced for all National Health Service patients in a large teaching hospital in 
Nottingham.] 
• Clinical issues. (2003). Prematurity. JOGNN, 32(5), 636-695. 
• Dallaire, F ., Dewailly, E., Shademani, R ., Laliberte, C., Bruneau, S. , Rhainds, M., 
Blanchet, C., Lefebvre, M., & Ayotte, P. (2003). Vitamin A concentration in umbilical 
cord blood of infants from three separate regions of the province of Quebec (Canada). 
Canadian Journal of Public Health, 94(5), 386-390. [Mothers in northern Quebec 
(Nunavik), Lower North Shore, and southern Quebec were recruited at the birth and 
vitamin A (retinol) was analyzed from umbilical cord blood samples sent to the same 
laboratory. Deficiency in vitamin A during development and early childhood delays 
growth, impairs vision and increases the severity of infections. Only those in the urban 
southern area had satisfactory levels. Recommends that a vitamin A supplementation 
program during pregnancy be considered.] 
• Edwards, N . (2003). Birth environments. ARMlvfidwifery Matters, No. 99, 17-21. [From 
a PhD thesis. The midwife is a seamstress who integrates environments and "sews 
invisible seams between the material and emotional environment to maintain a seamless 
social birth space".] 
• Hutcherson, A. (2003). Does midwifery involvement in care have an effect on perinatal 
outcome for insulin dependent diabetic women? MID IRS Midwifery Digest, 1 3( 4), 469-
473. [Some see a high risk midwifery team complementing the diabetic team, but others 
worry that this would over stretch their care for all mothers.] 
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• Jacob, S. (2003). The heart of the matter. RCM Midwives Journal, 6(12), 514-518. 
[Analysis of the feedback from a student midwife hardship questionnaire.] 
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• Lee, B. (2003). Caring for the emotions in pregnancy, birth and beyond. RCM Midwives 
Journal, 6(10), 438-441. [Report of the RSM, RCM, and the Association of Community-
based Maternity Care, April forum. Antenatal anxiety and the effects on the baby; 
Maternal depression and its impact on the child - findings from a 11-year follow-up 
study; Care and communication in the delivery room (www.motherhood.org.uk).] 
• McKenna, P., & Matthews, T. (2003). Safety of home delivery compared with hospital 
delivery in the Eastern Regional Health Authority in Ireland in the years 1999-2002. 
MIDIRS Midwifery Digest, 13(4), 515-518. [From the July 2003, Irish Medical Journal, 
96(7), 198-200.] [In MID IRS there is a three page commentary which highlights the errors 
of the data collected for this study. This study has multiple deficiencies, is deeply skewed 
and quite misleading, but opponents of home birth will try to use it for their own 
purposes. As midwives should be aware of the problems with this article, it is included 
under midwifery instead of labour and birth, or research.] 
• Miller, A. (2003). The Confidential Enquiry into Maternal and Child Health (CEMACH). 
MID IRS Midwifery Digest, 13( 4), 476. [In the UK, the CEMACH came into being on 
April1, 2003. Child health is care provided for children up to age 16 years. The 
CEMACH is founded on the Confidential Enquiry into Maternal Deaths (CE:MD) and the 
Confidential Enquiry into Stillbirths and Deaths in Infancy (CESDI).] 
• Monaghan, K. (2003, Fall). Group lobbys to establish midwifery for province. The 
Messenger (PPNL), 7(3), 1-2. [About Friends of Midwifery NL]. 
• Murphy-Lawless, J. (2003). How will the world be born: The critical importance of 
indigenous midwifery. RCM Midwives Journal, 6(10), 432-436. 
• O'Sullivan, S. (2004). Fees under consultation. RCM Midwives Journal, 7(1), 16-17. 
[The UK Nursing Midwifery Council (formerly UKCC) is proposing to increase the 3 
year registration fees from £60 (£20 a year) to £144 (£48 per year) from August 1, 2004. 
Also, on January 1, 2006, the fees will be due annually. The increase is as a result of the 
lower interest rates on NMC's investments. The NMC is proposing to increase the 
scrutiny fee for processing overseas applications, from £117 to £140. In future, all 
decisions on overseas applications will be made within 28 days of receipt of a full set of 
documentation.] 
• Oudshoom, C. (2003). Developments in the Dutch model of midwifery care. RCM 
Midwives Journal, 6(10), 428-430. [Legal status and the position ofDutch midwives are 
being questioned. Midwives in the Netherlands are in the middle of a transitional process. 
The Dutch model gives women safety, control and autonomy during the reproductive 
processes. The workload of midwives has been too heavy. The government has expanded 
the budget to educate more midwives and a new school was opened in 2001. Midwifery 
education is a four-year (direct entry) curriculum. In 1970, 90% of midwives worked 
independently but now this has dropped to 75%. Independent midwives can practice in 
hospitals when a mother is transferred from the community. The number of GPs involved 
in obstetrical care has fallen.] 
• Sibbald, B. (2003). Treading the path of wisdom. Canadian Nurse, 99(9), 52-51. [Tina 
Tier holds seven positions but only one main concern: Improving childbirth for women, 
their families and nursing. After completing her nursing and midwifery training in 1967 
in England, she moved to Vancouver. Along with three colleagues she founded the 
"hands-on" hospital-based midwifery pilot project in 1980 and coauthored a report about 
it, in the Canadian Nurse in 1985.] 
• Waldenstrom, U. (2003). Women's memory of childbirth at two months ·and one year 
after the birth. Birth, 30(4), 248-254. [Found great variation in women's memories of 
labour and birth, and conclusions by some other studies are challenged.] 
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• Woodward, G. L., Bienefeld, M. K., & Ardal, S. (2003). Under-reporting of live births in 
Ontario: 1991-1997. Canadian Journal of Public Health, 94(6), 463-467. [To register a 
birth the Office of the Registrar General has to receive two separate documents, one 
completed by the parents and the second by the attending health practitioner. If only one 
document is received the birth is not registered. There have always been births not 
registered but this has increased since registration fees were introduced. Fees range from 
$10 to $27.50 depending on the municip~lity.] 
Pregnancy . 
• Cockey, C. D. (2003). Low-dose aspirin to reduce perinatal death, pre-eclampsia. 
AWHONN Lifelines, 7(5), 404. [A study in. Obstetrics & Gynecology reports that aspirin 
therapy should be considered for pregnant women at high risk for pre-eclampsia and who 
have chronic hypertension,diabetes or renal disease.] 
• Cote-Arsenault, D. (2003). The influence of perinatal loss on anxiety in multigravidas. 
JOGNN, 32(5), 623-629. 
• Day-Stirk., F., & Paeglis, C. (2004). Antenatal care: Routine care for the health pregnant 
woman. RCM Midwives Journal, 7(1), 24-27. [The National Institute for Clinical 
Excellence (NICE) clinical guideline number six is on antenatal care, and was launched 
on October 22, 2003. Each pregnant women should be offered The Pregnancy Book, and 
there are guidelines recommending what midwives should cover at appointments. 
Versions of these guidelines are on: www.nice.org.uk or www.nelh.nhs.uk. The full 
version is available on the RCOG website: www.rcog.org.uk and www.rcm.org.uk .] 
• Fraser, G. (2004). Environmental health and nursing. Canadian Nurse, 100(1), 16-19. 
[WHO definition of environmental health is "those aspects of human health, including 
quality of life, that are determined by physiological, chemical, biological, social and 
psychosocial factors in the environment". Canadian standards need to be health-based and 
protective of our vulnerable populations, such as pregnant·women and their fetuses. 
Action requires knowledge of the environmental threats that Canadians face and 
knowledge of the best strategies to reduce or eliminate exposures. The Environmental 
Health Clinic (Sunnybrook and Women's College Health Sciences Centre, Toronto), the 
South Riverdale Community Health Centre (Toronto) and the Family Health Division of 
Public Health in Ontario designed and piloted two workshops for prenatal educators 
about the hidden environmental risks during pregnancy.] 
• Hodnett, E. D., & Fredericks, S. (2003). Selected Cochrane Systematic Reviews. Support 
during pregnancy for women at increased risk of low birthweight babies. Birth, 30(4), 
278. 
• Kramer, M. S., (2003). Selected Cochrane Systematic Reviews. Aerobic exercise for 
women during pregnancy. Birth,30(4), 279. 
• Montgomery, K. W. (2003). Health promotion for pregnant adolescents. Nurses can help 
improve outcomes during this opportune time. AWHONN Lifelines, 7(5), 432-444. 
[Informative article with relevant boxes and tables, including one of teaching priorities 
and one about perinatal infections.] · 
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• Neumann, M., & Graf, C. (2003). Pregnancy after age 35. Are these women at high risk? 
AWHONN Lifelines, 7(5), 422-430. [In 1997 a 63-year-old woman entered the record 
books as the oldest first-time mother (when seeking assisted reproductive methods she 
had lied about her age). This is an informative article with boxes and figures of 
information.] 
• Short intervals between pregnancies put baby at greater risk. (2003). RCM Midwives 
Journal, 6(10), 410. [The study (BMJ, 327, 313-320) recommended that women should 
be informed of a small, but significantly higher risk of premature birth and death when 
they conceive shortly after a birth.] 
• Solani, H.,& Taylor, G. M. (2003). Changing attitudes and perceptions to hyperemesis 
gravidarum. RCM Midwives Journal, 6(12), 520-524. [About 1% to 2% of all pregnant 
women suffer from a severe form of nausea and vomiting. The arbitrary definition, 
aetiology and management of hyperemesis gravidarum (HG) leads to conflicting attitudes 
and beliefs among health care professionals, and attaches stigma to this disorder. Severe 
maternal or fetal morbidity, as well as the socio-psychological aspects of the suffering 
family unit is of much concern. A structured review was designed. A comprehensive 
search of literature was carried out. Existing psychoanalytical views do not seem to have 
meaningfully helped in furthering the knowledge around the aetiology or effective 
treatment ofHG. Some views only add to the dilemma rather than helping to find a 
solution for the problem. In the evidence for an effective treatment, it is crucial to try and 
understand this complex condition, and to expand the circle of support from family and 
health care professionals involved in looking after sufferers.] 
Genetics 
• Schoofs, N . (2003). Caring for women living with Sjogren' s syndrome. JOGNN, 32(5), 
589-593. [Sjogren' s syndrome is a chronic, autoimmune condition which affects about 4 
million Americans. This disease affects mostly women and leads to visual, vocal and 
vaginal problems, related to dryness. Frequently they have serious fatigue and muscle and 
joint pain. Many people do not know that they have it, and if diagnosed do not understand 
that there is a greater tendency to yeast infections, and dyspareunia due to vaginal 
dryness.] 
Labour and Birth 
• Clinical issues. (2003). Nursing care during labor and birth. JOGNN, 32(6), 765-823. 
[There are five articles; one on analgesia and anesthesia (pp. 780-793) contains useful 
information, as does one on the second stage of labor (pp. 794-801).] 
• Green, J. M., & Baston, H. A. (2003). Feeling in control during labor: Concepts, 
correlates, and consequences. Birth, 30( 4), 235-247. [Feeling in control of staff, self, and 
during contractions, contributed independently to satisfaction, with control of staff being 
the most significant.] 
• Greenwood et al. (2003). Influence of maternal position during epidural labor analgesia? 
MID IRS Midwifery Digest, 13( 4), 498-502. [From Obstetrics & Gynecology, 1 02(1 ), 89-
93.] [Midwives have to pay attention to not only the fetal heart rate but also the colour of 
the amniotic fluid, and provide holistic care. Not to be overly reassured by clinical 
factors, such as clear fluid.] 
• Gross, M. M., Haunschild, T., Stoexen, T., Methner, V., & Guenter, H . H. (2003). 
Women's recognition ofthe spontaneous onset oflabor. Birth, 30(4), 267-271. [Labour 
onset is generally defined as the onset of regular contractions that lead to progressive 
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· dilatation of the cervix and ultimately to birth of the baby. Regardless of whether or not 
this was the first labour the women reported a variety of signs and symptoms for the start 
of their labour. Recommends that women not be asked about contractions but be asked 
"When did your labour start?" and "How did you know?"] 
• Hamilton, P ., & Restrepo, E . (2003). Weekend birth and higher neonatal mortality: A 
problem of patient acuity or quality of care? JOGNN, 32(6), 724-733 . [Quality of care 
indicators such as lower hospital staffing and reduced availability of services on 
weekends may be critical sources of unnecessary neonatal deaths.] 
• Kennare, R. (2003). Why is the caesarean section rate rising? MID IRS Midwifery Digest, 
13(4), 503-508. [Compares the cesarean section rates of various countries. The rising 
rates are due to complex interplay of various factors and not simply the change of clinical 
practices.] 
• Management ofthe third stage of labour to prevent postpartum hemorrhage. (2003). 
Journal of Obstetric and Gynaecology Canada, 25(11), 952-953 . 
• Pollock, L. (2004). Why are an increasing number of women turning to caesarean 
sections. RCM Midwives Journal, 7(1), 11-12. [The NHS figures reveal that the cesarean 
section rate has increased from 21.5% in 2000/2001 to 22.3% in 2001/2002. The reasons 
are complex and not completely clear. The National Childbirth Trust has produced 
Creating a better birth environment: An audit toolkit which includes a CD-Rom (£54.00). 
This may be ordered from NCT Maternity Sales Ltd., 239 Shawbridge Street, Glasgow 
G43 1QN, Scotland, or by telephoning 011-44-870-770-3236 ext. 2327, or on line: 
www.nctns.co.uk]. 
• Staff shortages take their toll on maternity care. A study published by the BMJ confirms 
the effect of staff shortages on the care received by women. (2003). RCM Midwives 
Journal, 6(10), 410. [The (BMJ, 327(7415), 584) report suggests that 'near misses' were 
most likely to happen when intervention occurred. This supports the RCM's belief that a 
non-interventionist service should be encouraged for women focusing on normal 
childbirth, wherever possible. The high caesarean section rate is a major cause of 
increasing midwives workloads and the rates tend to come down when midwives are able 
to spend time with women throughout their labour.] 
• Waters, B., .& Raisler, J. (2003). Ice massage for the reduction of labor pain. Journal of 
Midwifery and Women's Health, 48(5), 317-321. [A study to investigate the use of ice 
massage of the acupressure energy meridian point large intestine 4 (L14) to reduce labour 
pain during contractions. Pain was reduced from 'distressing' to 'discomforting'.] 
Infections 
• Holden, A. C. (2003). SARS and the health care system. Exploring your questions about 
this new infectious disease. AWHONN Lifelines, 7(5), 408-410. [Minimizing the risk of 
infection to others is one of the goals when caring for an infected patient. An 
asymptomatic SARS contact should be in an isolation LDRP room, and if not usually 
available, making one in the LDR is preferable to moving to another unit.] 
• Holden, A. C.,& Mogck, I. (2003). Severe respiratory syndrome: SARS. One Toronto 
hospital experience. A WHONN Lifelines, 7(5), 397-399. [Planning for the care of a 
woman with SARS requiring a cesarean birth and/or care of ill newborns presented 
additional challenges, as minimal patient movement and contact with others was 
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desirable. The plan of care for women who had been contacts of SARS patients, and who 
remained asymptomatic, included providing labour, delivery room postpartum (LDRP) 
care in a birthing room using respiratory isolation precautions. (Your Editor: It seems that 
a home birth would have been easier for normal births.) It was essential to place the date 
and time on every piece of information as there were frequent updates. Improved 
breastfeeding outcomes were observed attributed to lack of visitors and other 
distractions.] 
Neonatal Care 
• Kostiuk, N.,& Ramachandran, C. (2003). Does gowning prevent infection in the NICU? 
Canadian Nurse, 99(10), 20-23 . 
• Renfrew, M. J., Ansell, P., & Macleod, K .L. {2003). Formula feed preparation: Helping 
reduce the risks; A systematic review. MID IRS Midwifery Digest, 13( 4), 544. [From the 
October 2003, Archives of Disease in Childhood, 88(1 0), 855-858.] [There is a paucity of 
evidence available regarding the proper preparation of breast milk substitutes. There are 
various packagings and measuring implements which may result in confusion, and a lack 
of unbiased or independent source of information for both parents and professionals. 
There needs to be more research and influence of policy makers in an effort to minimize 
the risks to babies of the way feeds are prepared.] 
• Roach, J. A. (2003). Newborn stimulation. Preventing over-stimulation is key for optimal 
growth and well-being. AWHONN Lifelines, 7(6), 530-535. 
• Shuzman, E. (2003). Facing stillbirth or neonatal death. Providing culturally appropriate 
care for Jewish families. AWHONN Lifelines, 7(6), 537-543. 
Postpartum 
• Munday, R. (2003). A phenomenological study of women's experiences of the postnatal 
period following planned homebirth. Part 2. MID IRS Midwifery Digest, 13( 4), 519-523. 
[For further information and a list of references, contact Rachel by e-mail: 
Rachel_Munday@gov.nt.ca 
Breastfeeding . 
• Ball, H.L. (2003). Breastfeeding, bed-sharing, and infant sleep. Birth, 30(3), 181-188. 
["The composition ofbreastmilk supports the conclusion that humans are a low solute, 
frequent suckling species, and like other primates, humans are physiologically adapted to 
close.mother-infant contact day and night. . . . Breastfeeding releases oxytocin inducing 
sleep in both mother and baby". Recommendations against parent-infant bed-sharing 
works against breastfeeding promotion programs and undermines Baby-Friendly 
initiatives. Health professionals should discuss bed-sharing and help mothers to think 
how to do this safely, allowing them informed choices]. 
• Dennis, C-L. (2003). The Breastfeeding Self-Efficacy Scale: Psychometric assessment of 
the short form. JOGNN, 32(6), 734-744. [Psychometric results indicate that the BSES-SF 
is an excellent tool. Assessed in British Columbia.] 
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• Ekstro~, A., Widstrom, A-M, & Nissen, E. (2003). Bteastfeeding support from partners 
and grandmothers: Perceptions of Swedish women. Birth, 30(4), 261-266. [Recommends 
that health professionals discuss the grandmother's perception of breastfeeding with the 
mother.] 
• Fyle, J. (2003). [Priorities and Planning Framework] PPF targets and breastfeeding 
initiation rates. RCM Midwives Journal, 6(12), 525. [A target has been set "To deliver an 
increase of 2% per year in breastfeeding initiation rate, focusing especially on women 
from disadvant~ged groups". A question to be asked of all women, for both hospital and 
home births: "Did the mother put her baby to the breast or was the baby given any of the 
mother's breastmilk within an hour of.delivery?"] 
• Inch, S. (2003). Bedsharing and co-sleeping in the UK. Implications for midwives. RCM 
Midwives Journal, 6(10), 425-427. 
• Wolf, J. H. (2003). Low breastfeeding rates and public health in the United States. 
(2003). American Journal of Public Health, 93(12), 2000-2010. [The medical community 
has orchestrated breastfeeding campaigns in response to low breastfeeding rates twice in 
US history. The first campaigns occurred in the early 20th century after reformers linked 
diarrhea, which caused the majority of infant deaths, to the use of cows' milk as an infant 
food. Today, given studies showing that numerous diseases and conditions can be 
prevented or limited in severity by prolonged breastfeeding, a practice shunned by most 
American mothers, the medical community is again inaugurating efforts to endorse 
breastfeeding as a preventive health measure. This article describes infant feeding 
practices and resulting public health campaigns in the early 20th and 21st centuries and 
finds lessons in the original campaigns for the promoters ofbreastfeeding today.] 
Your Editor: When one thinks about the 1800s and early 1900s in Canada, many of those moving 
here from overseas where involved in homesteading, and so lived in rural areas. Some of these 
locations would be miles from the USA-Canada border, and also from the towns with stores, so 
people bought from catalogues and travelling salespersons. Of course, Newfoundland and 
Labrador was part of Britain and so was influenced by overseas trends. Was not it in the 1950s, 
after Confederation, that Carnation was praised for adding vitamins C and D to the evaporated 
milk so that children in this province and other isolated areas, would not get vitamin deficiency 
diseases? Even in the 1970s books and leaflets for professionals advised feeding babies 
evaporated milk. So Pat Martens, lactation consultant, researcher at the University of Manitoba, 
was asked if she considered that this USA article by Wolf also describes what happened here. 
Pat's reply: "I think the short answer is that Canada.was REALLY affected in the earlier times by 
being part of the British Empire, therefore was influenced by happenings in New Zealand etc. 
and some of the midwifery influences there. Although there were obviously commercialization 
influences in Canada, I think if one were to do a study comparing Canada and USA, you'd 
probably find earlier, and possibly stronger, influences in the USA (as is typical whenever you 
look at uptake of pharmaceuticalsJ ' 
Pat's research assistant, Linda Romphf, wrote: "I agree with Pat. I also believe that just as in the 
US, La Leche League International had a great deal of influence in Canada. LLLI began in 1956 
and as Pat surmises, groups began to form in Canada some time after that. There are former 
Manitoba Leaders who might know and I'm not sure where the first LLL groups began - in . 
Ottawa I think. You might want to contact LLLC national office, to see what reference materials 
they have (laleche@igs.net). LLLI's first International Conference took place in 1964 in Chicago 
with 425 adults and 100 babies in attendance. Some of those may have been Canadian. LLLC 
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became a separate affiliate in 1964. The other piece of Canadian breastfeeding history involves 
the Dionne quints in the 1930s. They were provided with donated breastmilk from Canadian and 
American mothers. The other person who might know about breastfeeding history in Canada is 
Frances Jones (fjones@cw.bc.ca). " 
• Martens, P. J. (1998, November). We've come a long way baby. In conference 
proceedings for the Breastjeeding: Stepping into the Baby Friendly Initiative, held at the 
Western Bayshore, Vancouver, BC. 
Women's Health 
• Cockey, C. D. (2003). Ovulatory cycle incorporates two to three waves of follicular 
development. AWHONN Lifelines, 7(5), 401 . {A University of Saskatchewan study found 
that women experience more than one wave of follicular development prior to ovulation. 
Only the final wave results in ovulation; preceding waves were anovulatory]. 
• Dienemann, J., Campbell, J., Wiederhorn, N., Laughon, K., & Jordan, E. (2003). A 
_critical pathway for intimate partner violence across the continuum of care. JOGNN, 
32(5), 594-603. [The pathway was achieved after three rounds of the Delphi process.] 
• McCrink, A. (2003). Evaluating the female pelvic floor. AWHONN Lifelines, 7(6), 516-
522 .. [The article includes terminology, three ways of classifying the condition, and the 
management.] 
• Theroux, R., & Taylor, K. (2003). Women's decision making about the-use of hormonal 
and nonhormonal remedies for the menopausal transition. JOGNN, 3 2( 6), 712-723. 
[Sixteen articles for studies carried out between 1982 and 200 I in English were 
identified. Major gaps in care and women need information about the process of the 
menopause and the range of available options for menopause management. The studies 
generally concentrated on physicians as care providers.] 
• von Sadovszky, V., Keller, M. L ., Vahey, D. C., McKinney, K., Powwattana, A., & 
Pomchiakate, A. (2003). Situational factors involved in college students' safer and risky 
sexual encounters. JOGNN, 32(5), 612-622. 
Research and Methods 
• Cheyne, H., Hundley, V., & Symon, A. (2003). Policy, practice and research: Does it 
make a difference? RCM Midwives Journal, 6(12), 526-528. [A professional debate 
explored the issues relating to midwifery research and practice over the last decade. 
Research from the midwifery development unit in Glasgow is believed to have 
contributed to changes in midwifery care models throughout the UK. The Aberdeen unit 
has supported other midwife-led units. Research was time-dependent or limited to 
educational circles only. There does not appear to be a consistently high level of rigorous 
research across the breadth of Scotland. Research awareness is high and access to 
research resources is good. However, these resources, particularly about breastfeeding 
and postnatal care, are rarely used during the working day due to time constraints. 
Women's voices were absent in the research identified, and it was agreed that future 
research should be women-focused. Academic credibility encourages publication in 
medical journals, but to influence practice, midwives must target professional midwifery 
journals. They should seek to value midwifery as a profession with particular skills, rather 
than strive to replicate the way the medical profession develops research. Midwifery has 
influenced policy, and so has the 2002 report; The Expert Group on Acute Maternity 
Services (www.show.scot.nhs.uk/indexcomments.htm). Further information about this 
debate may be obtained from h.l.cheyne@stir.ac.uk.] 
• National Institute of Nursing Research, National Institutes of Health. (2003). Recent 
research findings on women's health in pregnancy and childbirth: An updated annotated 
bibliography from the National Institute ofNursing Research. JOGNN, 32(6), 761-764. 
• Petrou, S., & Henderson, J. (2003). Preference-based approaches to measuring the 
benefits of perinatal care. Birth, 3 0( 4 ), 217-226. [This UK paper discusses and critically 
appraises the application of preference-based approaches developed out of economic 
theory. Includes quality adjusted life year, monetary based approaches, and discrete 
choice experiments, to assess individuals' preferences for health changes.] 
• Sakala, C. (2003). Resources for evidence-based practice, September-October 2003. 
JOGNN, 32(5), 630-635. [Includes early skin-to-skin contact for mothers and their 
healthy newborn infants (Cochrane Database), the treatment of postnatal depression 
(DARE), interventions for violence against women (JAMA). Another area of interest 
includes vaginal birth after cesarean (www.ahrq.gov/clinic/epcindex.htm#gynecologic).] 
• Wickham, S. (2003). Seeing women in the numbers. MID IRS Midwifery Digest, 13( 4), 
439-444. [Considers the problem of carrying out trials and interpreting the results. The 
Canadian term trial, and the Canadian breech trial, are used as some of the examples.] 
Alternatives 
• Phillips, M ., Lee, Y-M., Swanson, B., Keithley, J. K. , Zeller, J. M ., & Hindin, P. (2003). 
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Herbal and dietary supplements for hot flashes. Here's what works and what doesn't. 
AWHONN Lifelines, 7(5), 414-421 . [Hot flushes are a sudden intense response of the 
body's normal cooling system that is activated vvhen the body becomes overheated. Body 
temperature is regulated in the hypothalamus, but it is not known how an estrogen decline 
influences this regulatory centre. There are self-help measures to relieve hot flushes and 
sweats, and some people take supplements which may not work. Black cohosh has been 
reported to have luteinizing hormone suppressive effects. It should not be used in 
pregnant women and should be avoided with estrogen responsive conditions, and is an 
anticoagulant and antihypertensive. Soy products are considered to have phytoestrogenic 
properties. Phytoestrogens are non-steroidal compounds from plants that have estrogenic 
or anti estrogenic effects, and reduce absorption of thyroid hormones and tamoxifen. A 
randomized, controlled clinical trial found no difference between the soy group and the 
placebo group effects on hot flushes. Dong quai is thought to have coumarin as an active 
ingredient. Don quai is usually given in combination with other herbs. It should not be 
used with blood thinners. Vitamin E inhibits low density lipo-protein and platelet 
aggregation and has antioxidant properties. It should not be used with anticoagulants, 
chemotherapeutic drugs, and statins. There is an information Table on page 419 and a 
Patient Page on page 421.] 
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Individual Memberships and Journals 
ARM membership fee £3 0. 00 (paid in sterling) annually provides quarterly issues of Midwifery 
Matters, and reduced workshop fees (if one is in the UK). The Association of Radical Midwives 
was formed in 1976 because of the alarm that midwives were becoming maternity nurses. 
Radical was chosen as it means getting back to the roots and origins. ARM is a member of ICM. 
Address: ARM, 62 Greetby Hill, Ormskirk, L39 2DT, England. (www.radmid.demon.co.uk) . . 
AWHONN membership $128.00 (paid by cheque or money order in Canadian dollars) annually 
provides six issues of JOGNN, six issues of A WHONN Lifelines, and three issues of Canada 
Connection Newsletter. There are also reduced conference fees, and discounts when buying 
AWHONN publications. Address: Association of Women's Health, Obstetric and Neonatal 
Nurses, 2000 L Street NW, Suite 740, Washington, DC 20036, USA. (www.awhonn.org). 
Birth: Issues in Perinatal Care is published quarterly and costs $87.7 4 US. Address: Blackwell 
Publishing Inc USA, Journal Customer Services, 350 Main Street, Malden, MA 02148, USA. 
(www.blackwellpublishing.com). 
British Journal of Midwifery for individual overseas subscribers is £240.00 per year. Address: 
British Journal of Midwifery, Mark Allen Group, St. Jude's Church, Dulwich Road, London 
SE24 9BR, England. 
ICM International Midwifery journal is issued six times a year. The cost is 38.5 Euros for one 
year, or 100 Euros for three years. Address: International Confederation of Midwives, 
Eisenhowerlaan 13 8, 251 7 KN The Hague, The Nether lands. ( www. internationalmidwives. org). 
MIDIRS standard subscription for an individual paying by cheque (in sterling pounds) is £65.00 
annually. MID IRS Midwifery Digest is issued quarterly and contains original articles, 
commentaries on published research, and other information. Address: MID IRS, 9 Elmdale Road, 
Bristol BS8 1SL, England. (www.midirs.org). 
RCM membership for Canada (where the law does not allow reciprocity of insurance coverage) 
if paid by cheque once a year is £93.75. (Retirees pay £25 by cheque once a year). The member 
receives 12 issues of the RCM Midwives Journal. Address: Royal College of Midwives, 15 
Mansfield Street, London WIG 9NH, England. (www.midwives.co.uk). 
Conferences As this information comes from a variety of sources the editor takes no 
responsibility for any errors. 
2004 
March 18-22, 2004. "Authentic Midwifery", Midwifery Today Conference, Philadelphia, US. 
Speakers include: Tricia Anderson (UK), Janice Bass (UK), Mabel Dzata (Ghana), Michel 
Odent, Marsden Wagner, Sara Wickham (UK), and others. 
Cost: Non-subscribers: $375 US after January 12. 
Contact: Midwifery Today, P.O. Box 2672, Eugene, Oregon 97402, US. (Telephone: 800-743-
0974; Fax: 541-344-1422; E-mail: conference@midwiferytoday.com; Web site: 
www.midwiferytoday.com). 
March 21-24, 2004. "International Nursing Research Conference", Cambridge, England .. 
Cost: Non-RCN member £355 from February 1. 
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Contact: Conference and Events Manager, RCN, 20 Cavendish Square, London, WIG ORN (Fax: 
020-7647-3411; E-mail: research@rcn.org.uk; Web site: www.rcn.org.uk/conferences). 
March 24, 2004. "Drug interactions with herbal medications", MUN Wednesday at Noon "Ask 
the Consultant" Teleconference Series. Presenter: MUN Pharmacy Drug Information. 
Cost: From your agency's teleconference site, or Telemedicine. 
Contact: Professional Development office, HSC, Room 1775, Telephone: 777-6032/1-888-299-
0676; E-mail: pdmed@mun.ca. Pre-register 3 weeks prior to the session in order to receive the 
handouts. 
March 24-25, 2004. "Women's Health- An Holistic Approach", RCN Women' s Health Joint 
Conference and Exhibition, York, England. 
Cost: Non-RCN member £240 after January 2. 
Contact: RCN Events, Copse Walk, Cardiff Gate Business Park, CardiffCF 23 8XG (Fax: 029-
2054-6495; E-mail: womenshealth@rcn.org.uk; Web site: www.rcn.org.uk/conferences). 
March 31-April2, 2004. "Life Passages: Women, Newborns, and their Families", Women's and 
Newborn Health Conference (previously the IWK Annual Perinatal Conference), Halifax. 
Keynote speaker: Melodie Chenevert. 
Contact: heather. simmons@iwk.nshealth. ca 
April23-24, 2004. "Midwifery in the Americas. Yesterday, Today, Tomorrow", ICM Americas 
Regional Conference. 
Contact: BlockK, Room 20, Nurses Hostel, General Hospital, Port of Spain, Trinidad, West 
Indies (Phone/fax: 868-627-9967; E-mail: ttam95@hotmail.com) 
May 2-3, 2004. "Evaluating Knowledge Transfer", the Second Annual University of Ottawa 
Clinical Nursing Research Conference, Ottawa. Opening Keynote Speaker: Dr. Debra Bick, 
Professor ofMidwifery and Women's Health, Faculty of Health and Human Sciences at Thames 
Valley University, U.K. 
Contact: Janet Giguere, Secretary, Masters Program, School ofNursing, University of Ottawa, 
Room 3051,451 Smyth Road, Ottawa, ONKlH 8M5 [Tel: (613) 562-5800- 8430; Fax: (613) 
562-5443; E-mail: mscn@uottawa.ca; Web site: http://www.researchintopractice.com] 
May 5, 2004. International Day of the Midwife. 
May 14-16, 2004. INFACT Canada's 18-hour Lactation Management Course, Toronto. 
Contact: INFACT Canada, 6 Trinity Square, Toronto, ON, MSG lBl (Telephone: 416-595-9819) 
May 18-21, 2004. "Mapping new Horizons: Politics and Change", RCM annual conference, 
Cardiff. Topics include politics and change, partnership in practice, making change work, new 
ways of working. 
Abstracts: For presentations by September 29, 2003. For posters by February 27, 2004. 
Contact: Frances Day-Stirk, RCM, 15 Mansfield Street, London, Wl G 9NH 
May 28, 2004. "Cesarean Births". Current Issues in Perinatal Care annual conference. 
Contact: Robin Vandekleut, PPPESO, (rvandekleut@pppeso.on.ca). 
June 3-4, 2004. "Breastfeeding: Understanding the Ethical Issues", 14th annual National 
Breastfeeding Seminar, Toronto. 
19 
Contact: INFACT Canada, 6 Trinity Square, Toronto, ON, M5G IBI (Telephone.: 416-595-9819) 
June 13-16, 2004. "Population Health in Our Communities", CPHA 95th Annual Conference, St. 
John's, NL 
Cost Members before April 16 $375/retired or student $160/before May 7 $465/$210/after 
May 7 $495/$250 (slightly reduced rates if a member and first time attendee). Nonmembers 
before April16 $435/retired or student $190/ before May 7 $500/$260/after May 7 $550/$305. 
Contact: CPHA Conference Dept., 400-1565 Carling Avenue, Ottawa, ON, KIZ SRI (fax: 613-
725-9826; Web site: www.cpha.ca). 
June 16-18, 2004. Second International Normal Birth Research Conference, Lancashire, England. 
Keynote speakers are Robbie Davis-Floyd, Holly Powell-Kennedy. 
Contact: ckelshaw@uclan.ac.uk 
June 20-23, 2004. "Public Health and Patient Safety: An Agenda for Action" CNA Biennial 
Convention, St. John's. 
Abstract: By January 30. 
Contact: Debbie Ross, Conference and Event Planner, Canadian Nurses Association, 50 
Driveway, Ottawa, ON, K2P 1E2 (Phone: 1-800-361-8404 ext. 214; Fax: 613-237-3520; 
E-mail: dross@cna-aiic.ca; Web site: www.cna-aiic.ca ). 
August 1-7, 2004. World Breastfeeding week. "Exclusive breastfeeding: The gold standard-
safe, sound and sustainable". 
October·l-7, 2004. Canada Breastfeeding week. 
October ARNNL 50th anniversary meeting 
November 11-13, 2004. "Honouring our past, Embracing the present, Redesigning our future", 
AWHONN Canada 15th National Conference, Regina. 
Abstracts: Before April 30, 2004. 
Contact: Susan Mussell, St. Boniface Hospital, D2045-409 Tache Avenue, Winnipeg, MB, R2H 
2A6 (Fax: 204-233-1751; E-mail: ·smussell@sbgh.mb.ca). 
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Protect Yourself -Privacy Legislation in Canada- Two federal laws 
Canadians are protected by two federal privacy laws, the Privacy Act and the Personal Information Protection and 
Electronic Documents Act. 
The Privacy Act took effect on July 1, 1983. This Act imposes obligations on some 150 federal government 
departments and agencies to respect the privacy rights of Canadians by placing limits on the collection, use and 
disclosure of personal information. The Privacy Act gives Canadians the right to access and correct personal 
information about them held by these federal government organizations. 
As of January 1, 2001, individuals are also protected by the Personal Information Protection and Electronic 
Documents Act which sets out ground rules for how private sector organizations may collect, use or disclose 
personal information in the course of commercial activities. 
The law gives individuals the right to see and ask for corrections to information an organization may have collected 
about them. Since the beginning of this year, the Act applies to personal information about customers or employees 
that is collected, used or disclosed by the federally regulated sector in the course of commercial activities. 
It also applies to information sold across provincial and territorial boundaries. As of January 1, 2002, the personal 
health information collected, used or disclosed by these organizations is also covered. 
As of January 1, 2004, the Act will cover the collection, use or disclosure of personal information in the course of 
any commercial activity within a province, including provincially regulated organizations. The federal government 
may exempt organizations or activities in provinces that have their own privacy laws if they are substantially similar 
to the federal law. To assist in ~aking that determination, the Privacy Commissioner is mandated, under the Act, to 
report to Parliament on the extent to which provinces have passed legislation that is in fact substantially similar. 
Oversight of both Acts rests with the Privacy Commissioner of Canada who is also authorized to receive and 
investigate complaints. 
Provincial and Territorial Laws 
Every province but Newfoundland has privacy legislation governing the collection, use and disclosure of personal 
information held by government agencies. All jurisdictions with personal data protection legislation provide 
Canadians with a general right to access and correct their personal information. 
Oversight is through either an independent commissioner or ombudsman authorized to receive and investigate 
complaints. 
How privacy is protected in the private sector 
As mentioned above, the Personal Information Protection and Electronic Documents Act applies to the federally 
regulated sector. In 2004 it will apply to all organizations unless the federal government exempts an organization or 
activity in a province that has substantially similar legislation to the Act. 
At present, Quebec is the only province with a personal data protection law in effect that applies to the provincially 
regulated private sector. This law, in addition to regulating the collection, use and disclosure of personal 
information held by commercial enterprises, also provides Quebecers with a general right of access to and 
correction of personal information. 
On November 19, 2003, Quebec's private sector legislation was officially recognized as substantially similar. 
Organizations in Quebec will not be suject to PIPED A and will instead continue to be subject to the Quebec private 
sector privacy law. 
Oversight of the law is in the hands of the Commission d'acces a /'information which is authorized to receive and 
investigate complaints and has order-making powers. 
Sector-Specific Legislation Dealing with Privacy 
Some jurisdictions have enacted legislation to deal specifically with the collection, use and disclosure of personal 
health information by provincial health care organizations and other approved individuals and agencies. They are 
Alberta, Saskatchewan and Manitoba. 
There are other laws that contain provisions that provide privacy protection to Canadians. The federal Bank Act, for 
example, contains provisions regulating the use and disclosure of personal financial information by federally 
regulated financial institutions. Similar restrictions can be found in provincial statutes that regulate the activities of 
financial institutions, such as credit unions and insurance companies in provincial jurisdiction. 
Various consumer protection laws at federal and provincial levels offer limited protections and remedies against 
illegal and unethical business. practices that may constitute an infringement of privacy. 
Some provinces have privacy tort laws which provide a civil remedy for someone whose privacy has been violated. 
For more information contact: 
The Office of the Privacy Commissioner of Canada 112 Kent Street, Ottawa, ON KIA 1H3 Tel.: 1 (613) 995-1376 
Fax 1(613) 947-6850; E-mail: info@privcom.gc.ca. www.privcom.gc.ca 1-800-282-1376 
Provincial I Territorial Privacy Laws, Oversight Offices and Government Organizations 
ASSOCIATION OF MIDWIVES OF NEWFOUNDLAND and LABRADOR 
APPLICATION FOR MEMBERSHIP 
2004 
Name: 
-----------------------------------------------------------------------(Print) (Surname) (First Name) 
AJlQwllifications: ____________________________________________________________ ___ 
FwlAdmess: ______________________________________________________________ __ 
Postal code: -------------------Telephone No. ----------------------------------
(home) 
Telephone No. -------------------Fax No. ---------------------------
(work) 
E-mrulAdmess: ________________________________________________________________ __ 
Work Address: -----------------------------------------------------------
Aueawhereworhlng: ----------------------------------------------------------
Retired: ---------~Student: ____________ _ Unemployed: _________ _ 
List of Organizations of which you are a member (the Association receives requests from various organizations for 
representatives to review articles, attend conferences, be on committees). Your name would not be forwarded 
without your consent. 
Provinciru: _______________________________________________________________ __ 
Nationru: __________________________________________________________________ ._.. 
Imenmtionru: _____________________________________________________________ __ 
Would be interested in participating in a research project if asked: Yes __ No ____ __ 
I agree to my address, postal and Internet, to be released to CAM: Yes __ No ___ _ 
If already pay CAM fees as a Full member of another Canadian Midwives Association, name of Associati~n: 
I wish to be a member of the Midwives Association and I enclose a cheque/money order from the post office 
for: $ 
----------------(Cheques/money orders only (no cash) made payable to the Association of Midwives of Newfoundland and 
Labrador). 
Fwl membership for ALL midwives is $75.00 (as this includes the Canadian Association of Midwives fees which 
the Association has to pay). 
Associate membership for those who are not midwives is $40.00 
Membership for those who are unemployed/retired is $20.00 
Membership for those who are residing outside of Canada $85.00 (to cover the cost of the extra postage). 
Signed: ---------------------- Date:------------
Return to: Pamela Browne, Treasurer, Box 1028, Stn. C, HVGB, Labrador, NL, AOP ICO 

